Benign caecal ulceration, first described by Cruveilhier in 1832, is an uncommon entity. Approximately 140 cases have been recorded in the literature since then, but its aetiology, natural history, and incidence are unknown', The usual modes of presentation are pain in the right iliac fossa, chronic bleeding or perforation/.
Case report
A 54-year-old man with a past history of duodenal ulcer treated by Bilroth ITgastrectomy presented with acute small bowel obstruction. At laparotomy a pith bolus obstruction was found in the distal ileum. This was successfully milked into the caecum without enterotomy. In the immediate postoperative period he developed severe respiratory distress syndrome, due to preoperative aspiration of vomit. He was ventilated for 10 days. On the 12th postoperative day he developed massive rectal bleeding, become profoundly shocked and required transfusion of 7 litres of blood and colloid solution. Emergency oesophagogastroduodenoscopy was negative. Flexible sigmoidoscopy showed fresh blood coming from beyond the limit of examination. Visceral angiography demonstrated contrast medium accumulating in the ascending colon. The source of bleeding was not identified at laparotomy. A right hemicolectomy was performed, which controlled the bleeding. Examination of the resected specimen revealed two ulcers in the caecum, the larger measuring 22 X 10 mm, An artery was visible in the base of one ulcer. Saline injected into the ileocolic artery spurted from this vessel. Histological examination revealed the appearances of non specific ulceration with vascular erosion as described by Cruveilhier2.
Discussion
The management of acute lower gastrointestinal haemorrhage is well established'', The identification of massive colonic haemorrhage is important because these patients have a high rate of recurrent bleeding, and a high mortality. questioned. In addition, two distinct aetiologieal subgroups are proposed that merit investigation according to their age of presentation. Histology reported a benign cyst with smooth muscle, foci of renal tubules and poorly formed glomeruli in the wall.
Case report

Discussion
Simple renal cysts (SRC) present from birth onwards':" In the neonate it is an exclusively male disease, which may be of aetiological significances. Thereafter a slight male bias persists. Though rare in children they owe an apparent increase in incidence to ultrasound and an increased readiness to perform excretory urography in this age group', This has also meant that an incidental diagnosis is now more frequent than symptomatic presentation.
SRC are solitary, unilocular, epithelial lined structures arising within an otherwise normal kidney. By existing criteria" the wall should contain no renal elements. However, the identification of these elements, as in this report, may relate to the scrutiny of histological examination.
Pain as a symptom ofSRC may be a dull ache, that of renal colic with the passage of clots, and rarely due to torsion of a pedunculated cyst 5 ,6 . They have been described in association with spontaneoua':", and post traumatic haematuria'. Urinary tract sepsis, without obstruction, has precipitated their identification in girls l ,3,B. More unusual presentations include hypertension, with a high ipsilateral renal vein renin. Normotension followed cyst aspiration", and surgical excision". Arterial compression with segmental renal ischaemia was thought to be the mechanism of this hypertension.
SRC presenting with persistent proteinuria, probably due to renal vein compression has been described!'. Proteinuria resolved following operative decompression.
Isolated cases have been reported in association with trisomy 17/18 and the congenital rubella syndrome",
The aetiology of these cysts is unknown. Neonatal renal cysts are described in association with posterior urethral valves B ,l 3,l 4. In contrast valves have not been reported with cysts presenting in older children. It is likely that this obstruction is aetiological and that these cysts have developed from calyceal diverticula in utero.
The pathogenesis of cysts presenting at a later stage is less clear. If developmental, they may represent abnormalities of earlier generations of uriniferous tubules persisting as cystic collections". If acquired, they may represent renal tubular obstruction secondary to focal ischaemia and inflammation, factors that can produce epithelial cysts experimentally", Thus there appear to be two aetiologically distinct groups: neonatal presentation as a consequence of extrarenal obstruction and those presenting later, consequent upon intrarenal obstruction.
Management
Ultrasound and urography should confirm the diagnosis of an SRC and normal contralateral anatomy. The radiological features are of a soft tissue mass in which mural calcification has been described". Urography demonstrates an intrarenal mass with splaying, flattening and crescentic deformity of the calyces and renal pelvis'", Ultrasound confirms the uncomplicated cystic nature of the lesion. In neonates a micturating cystogram is also indicated, since SRC are associated with urethral pathology'r'.
Until 1961, nephrectomy was the treatment of choice". Aspiration was first performed in 1979, in an attempt to effect a percutaneous nephrostomy for a suspected hydronephrosis", In complicated or symptomatic cysts, ultrasound guided aspiration has now superseded operative decompression as the treatment of choice l • 3 • 6 ,7.
Cysts that are asymptomatic, uncomplicated and unequivocal may be monitored by regular blood pressure checks, urine protein analysis and ultrasound.
It is a reflection of the impact of ultrasound, that it has increased our awareness, refined our diagnostic process, guided our treatment and may ultimately allows us to study the natural history of these lesions. His message is directed at the organization of professions within the United Kingdom but I suggest that there is an equally urgent need to look outwards and view the United Kingdom as part of developing greater political reality. The attitude of considering how we can save ourselves from the fate of doctors in other countries needs to be supplemented by one of seeking ways to bring the strength of the College system to that wider reality.
Foreseeing the trend of political events 11 years ago, delegates from organizations of anaesthetists in 22 European countries agreed to the formation of a new academic body whose aims were broadly similar to those of the British Royal Colleges. Because of the difficulty of nomenclature to which Dr Medvei refers, it was entitled the European Academy of Anaesthesiologists. Membership, initially on recommendation of merit by national bodies, and then by existing members, is increasingly being supplemented by entry by postgraduate diploma examination. The European Diploma in Anaesthesiology and Intensive Care can be taken in five languages (a sixth may shortly be added), and the viva element is conducted by bilingual examiners. The Academy's European Journal ofAnaesthesiology publishes the proceedings of the regular scientific meetings; a programme of visits to establish the adequacy of training standards has started this year; criteria for the Objectives of Training and for assessing the Quality of Practice are being developed.
Anyone acquainted with the work of any Royal College will find themselves on entirely familiar ground: yet most of it is quite novel to our members working in other European countries and being seized upon with increasing interest. Anaesthetists have developed a viable body and shown that the College The first involved a middle aged man who had a carcinoma of the stomach removed via a left thoracoabdominal approach in a large English provincial city where I was a surgical registrar in the late 1950s. In closing the diaphragm, the surgeon, a new consultant, elected to use chromic cat gut in spite of pleas for something more permanent, from me. A few days later the patient became extremely ill and died. At postmortem he was found to have a hole in the diaphragm at the suture line with strangulated ruptured bowel in the left pleural cavity.
The second case is somewhat more exotic. It involved a 64·year-old woman who had been operated on 14 years before, for breast cancer. Two years later, she required adrenalectomy and oophorectomy for advanced recurrent disease. Ten months before my involvement with her, she was seen by her original surgeon who noted a large hiatus hernia containing both stomach and colon. No evidence of metastatic breast disease was evident at that time. At the time of my involvement she was admitted as an emergency with acute dyspnoea, X-rays showing the whole of the left chest occupied by bowel. At operation a very large hiatus with irreduceable gastrocolic contents was found. Dividing the hiatal margins and introducing the hand into the defect, a huge carcinoma of the transverse colon was found and involved also, the fundus of the stomach; tumour tissue was seen to partly line the cavity. After a rather difficult and traumatic reduction, the transverse colon was excised and the two ends brought out in the left hypochondrium as a double-barrelled colostomy. The stomach required repair, as did the hiatal defect. Though the patient did not die as quickly as expected,
